Of course the " man in the street " recognized then, as he does to-day, that an ordinary acute cold in the nose, and likewise the acute nasal catarrhs, associated" with the exanthematous fevers and other conditions, were frequently associated with deafness. The otologists of that day, however, as to-day, knew that this was not really a case of cause and effect, as the incidence of acute catarrh falls on both the ear and the rhino-pharyngeal,tract without any necessary sequence, and it was only towards the middle of last century that it began to be suggested that the case of chronic catarrh was not on all-fours with the acute catarrhs. Hinton mentioned in 1854 that LucEe of Berlin had suggested that obstructive rhinitis affected the ear by rarefaction in the post-nasal space. The recognition of the influence of " adenoids " led many American and European rhinologists, as opposed to the pure otologists, from the seventies onwards, to make wide claims for the influence of nasal disease on the ear, not merely on account of the spread of non-purulent, muco-purulent and purulent catarrhal processes to the tympanum, but also for the effect of nasal obstruction per se by the production of negative pressure.
Woakes not only subscribed to these views but added an additional factor-viz., the reflex influence of nasal lesions on the ear, the associated nerve area theory as he termed it-acting through the fifth nerve. He made special claims for an alleged form of osteitis of the nasal labyrinth, which he termed necrosing ethmoiditis. These particular views did not prove acceptable at the time, nor have they since been widely accepted by either otologists or rhinologists. Woakes' further observation that chronic.rhinitis led to a sluggish, paretic condition of the palate with accompanying tumefaction and deafness has, however, been regarded by many as one of great importance and in accordance with experience. This important and controversial subject was very exhaustively and hotly discussed at the commencement of this century-viz., at the meeting of th,e British Medical Association at Ipswich in 1900, and at Manchester in 1902, and in the correspondence columns of the British Medical Journal, following an article by Sir Felix Semon. These discussions nominally centred round nasal treatment for middle-ear deafness, but, of course, the aetiological factor was necessarily bound up with the question and was fully dealt with. The net result was to bring out the fact that two divergent schools of thought even then existedviz., the separatist school, who asserted that nasal disease was not a factor of very much importance in ear disease, and the connexional school who were convinced that the association was often present, and was almost a self-evident proposition. This latter school again was divided into two groups. 'One group believed that a certain minor degree of nasal obstruction, per se, which fell short of motuth breathing, was a cause of Eustachian congestion and obstructive tumefaction as the result of negative pressure, although this group recognized also the factor of nasal catarrhal diseases as producing Eustachian stenosis and certain middle-ear changes resulting in deafness. The other group rejected the negative pressure hypothesis, but accepted the catarrhal theory.
The small separatist school held that the nose and the ear were entitled to their separate diseases, and that in fact they were practically entirely independent one of the other. They argued that ear lesions were certainly and admittedly not the cause of nasal disease, and that the converse was equally true. By parallel reasoning it could be pointed out that ear disease is not asserted to be a cause of post-nasal disease, and the separatists were the first to admit that they could not and did not claim that the converse was true as regards the post-nasal space, and some of them recognized that their generalization on logical grounds had to be met when their opponents called their attention to this analogous set of conditions. Analogy is, of course, not a strong argument in logic. Some of the separatists, however, felt that they had to meet this argument to the admitted influence of contiguous disease in the post-nasal space, and McBride, for instance, was forced to suggest that enlargement of Luschka's tonsil (which is admittedly frequently associated with middle-ear deafness, though sometimes not) only affected the ear when the lymphoid overgrowth actually touched the Eustachian cushions! Mere post-nasal obstruction no more caused Eustachian tumefaction than did nasal obstruction, and the negative pressure theory was rejected with contumely. They were in some difficulty, of course, when McKeown recalled attention to the fact that the deafness was often immediately relieved after removing adenoids.
Turning now to the catarrhalist group of the connexionists. Its most prominent advocates were Lake and Watson-Williams, supported by Law, Hovell, Pritchard, Kerr Love, Bronner, Kelson, Milligan, Tilley, and others. This group, while fully recognizing that many cases of long-standing nasal catarrh, with or without more or less obstruction, did not become deaf, yet on the other hand urged that in a by no means negligible proportion of cases the two conditions were MY-lla associated, and the frequency was sufficiently great to lead to the conclusion that it was a case of cause and effect. They laid stress on the view that the catarrhal process, with more or less accompanying tumefaction, spread by continuity from the nose to the tubes; that, though this sequence was not by any means always observed, yet we must regard any individual case of chronic nasal catarrh as a potential, or at least possible, ear case in the future and take measures accordingly. That in established cases of nasal disease, accompanied by deafness from tubal obstruction, surgical or other measures could justifiably be undertaken on nasal grounds alone, but that if the deafness was relieved by some method of inflation, or by bougieing, then it might be rightly urged that treatment might be expected, not merely to improve the ear condition, but also to arrest the further progress which would be likely in the absence of nasal treatment.
The pure catarrhalists rejected the ingenious hypothesis of the negative pressure school or rarefactionists. The latter were in general agreement with the catarrhalists as to the influence of various forms of chronic rhinitis on the ear, more especially when there was increased secretion, but, in addition, they held the view that nasal obstruction, per se, so long as it fell short of actually leading to mzouth breathing, gave rise to negative pressure or rarefaction of the air in the nasopharynx and middle ear, resulting in "exhaustion otitis"; and that congestion was followed by tumefaction in the tubes and middle ear with consequent deafness. Scanes Spicer, Dundas Grant, and Baber were prominent advocates of these views.
Lack, with a view to giving "a more definite turn to the discussion," asserted that " nasal obstruction, per se, was never a cause of deafness or of ear disease."
His summarized reasons [here quoted nearly verbatim] were
(1) The large number of cases met with in which " partial or complete nasal obstruction existed, and had existed for years with normal hearing and normal ears." (a) In anterior nasal stenosis, partial or complete, due to syphilis or to lupus, " it was the greatest rarity to observe any impairment of hearing." (Tilley had pointed out that in bony occlusion of the posterior nares deafness was conspicuous by its absence in all reported cases.) (b) In treating, on a very extensive scale, atrophic rhinitis with gauze packing, entirely obstructing respiration, it " had never produced deafness; on the contrary, occasionally pre-existing deafness had actually improved"! (c) In nasal polypi, even in children, deafness was notoriously rare. "The same held true of nasal obstruction due to -deflected septa and spurs." (Lack did not appeal to sinusitis, but it was pointed out by others that when acute otitis followed it was of the nature of an accident ilue to injudicious hyper-pressure douching and syringing.) (2) " Growths in the post-nasal space-e.g., adenoids-caused deafness, but here there was no obstruction or negative pressure at the orifices of the Eustachian tubes, the plane of the site of obstruction produced by adenoids being posterior to the orifices of the tubes."
(3) In Eustachian obstruction deafness, he asked, " Why did negative pressure in the post-nasal space exert its influence on the tympanum and membrane when the tube was obstructed and not when it was patent, and how was it that the greater the amount of obstruction of the tube the more marked the indrawing of the drumhead?" " Surely Eustachian catarrh and obstruction, with or without more or' less middle-ear catarrh, was the cause of the ear trouble in these cases, and not negative pressure." (4) " Children with simple nasal stenosis were usually not deaf." (This was in contradiction to Horne and others who, as I think very rightly, asserted that nasal obstruction, apart from post-nasal obstruction, though a sufficiently prominent factor in adults, was a much more prominent factor in children on account of the relative smallness of the nasal cavity in them, and Horne also suggestively called attention to the fact that the Eustachian trumpet was on a lower plane in children, and also nearer the floor of the nose, of which it was almost a direct continuation in line. It must be remembered, too, that the tube is relatively wider and shorter in children than in adults.) " Children with adenoids and also adults were often not deaf, but only when the tubes were blocked." (5) The immediate improvement following adenoid operations might be "better explained by the lessening of the Eustachian obstruction resulting from haomorrhage than by the negative pressure theory." It will be seen that Lack and Tilley failed to appreciate the proviso insisted on by the supporters of the negative pressure hypothesis-that rarefaction in the post-nasal space only obtained when the degree of obstruction acting per se was a moderate one, and fell short of that which necessitated mouth breathing. The majority of otologists, however, were at one with Lack in rejecting the alleged negative pressure influence in any circumstances.
It -should be clearly stated and understood that those who took part in the discussions above mentioned were almost without exception of opinion that a certain amount of clearly unnecessary nasal operating for deafness was being perpetrated at that time. A few even thought it was very prevalent, though this was the practice for the most part of certain specialists only who were not represented at these discussions. It was alleged that some enthusiasts went so far as to remove small septal spurs and cauterize the mucosa, with the promise of relief in long-standing middle-ear deafness, and even in cases of otosclerosis with open tubes.
Of those who took part in these controversies in this country nearly twenty years ago, all survive except Baber.
The subject has now come up for review ana stocktaking by almost the same seniors again, who will now have the advantage of hearing the opinions of those of our junior confreres, many of whom were not practising otologists at the period of controversy early in this century, and the questions are: Does the modern view more or less correspond with that held by the more moderate members of the catarrhalist group ? Or, Is expert opinion to-day widely divided ? Are there any separatists? And, again, Are there any new aspects of this question? I think I may conclude that the influence of nasal obstruction per se in the absence of accompanying catarrh has few adherents at the present day, and that even the very moderate and plausible claims made by Scanes Spicer and Dundas Grant for the negative pressure factor in moder.ate degrees of nasal obstruction which fall short of mouth breathing have not caught on.
Although we all of us admit in varying degrees the influence of nasal tumefactive catarrhal factors on the tubes and tympanum, yet the considerable number of cases of various forms of nasal catarrh in which the ears are not distinctly affected require explanation. Is an individual predisposition to catarrh, more especially to aural catarrh, a necessary additional factor in the production of deafness ? How else can we explain the number of cases with nasal polypi, a typical catarrhal disease, with varying degrees of obstruction, in which the deafness is so slight as not to be acknowledged by the patient and only demonstrated by careful testing ? Is it not a fact that nasal suppurative sinusitis is rarely followed by tympanic suppuration apart from those exceptional cases following operation or the injudicious use of the nasal douche ?
Why does the so-called dry catarrhal process, with crusts and foetor, so seldom cause deafness ? Again the aetiology and pathology of the atonic palate of Woakes, following nasal catarrh, require further elucidation, as does the mechanism by which this condition leads to deafness.
May there not be just something in the associated area theory of Woakes ? How are we to explain the occasional rapid relief of tinnitus and vertigo in various ear lesions by nasal cauterization except by this reflex theory ? It is alleged that otosclerosis is influenced for the worse by nasal operations and cauterizations. Is not this on the assumption that the ear is reflexly influenced for the bad under these circumstances ?
In reference to enlargement of Luschka's tonsil: does this affect the tube and tympanum by the spread of tumefactive catarrh or by narrowing of the post-nasal space? What is the explanation of the immediate 'relief of deafness in many cases after the removal of adenoids ? Again, is it not a fact that the mere remrroval of adenoids in children often relieves the accompanying nasal catarrh without any ad hoc treatment of the nasal cavities proper?
I hope that we may arrive at some definite conclusions as to when relief of ear symptoms in cases with accompanying nasal lesions can be expected, and when it is not merely justifiable to operate on the nose, but unjustifiable neglect to omit to do so.
Mr. NORMAN PATTERSON.
For clinical purposes it may be useful to regard the middle ear as an accessory sinus or annexe of the nasal and post-nasal spaces, which may be looked at as one tract. The tympanum may be considered as corresponding to the frontal sinus and the Eustachian tube to the fronto-nasal canal. It is reasonable to suppose that infection is carried to the cavities in question along their respective ducts in exactly the same way. A pad of adenoids, or a neoplasm in the nasopharynx may at times play the same part as an enlarged middle turbinate, a polypus, or other swelling in the neighbourhood of the middle meatus. The analogy is further brought out in considering the treatment of inflammatory diseases of the ear on the one hand and sinusitis on the other.
